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Background: Consent rates for postmortem (PM) examination in the perinatal and

and the Western Europe. We explored the factors that act as facilitators or barriers to

consent and identified processes and practices that support parental decision-making.
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Results: Three broad parental decision-making groups were identified: 1, “Not open
to postmortem examination”; 2, “Consent regardless of concerns”; and 3, “Initially
undecided.” Decisional drivers that were particularly important for this “undecided”
group were “the initial approach,” “adjustment and deliberation,” “detailed discussion

about the procedure,” and “formal consent.” The way in which these were managed
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Conclusions:

1 | BACKGROUND

In the United Kingdom, around one in 80 pregnancies results in either
termination following diagnosis of a fetal anomaly, stillbirth, or neona-
tal death representing at least 8000 cases per annum, and there are
over 500 unexplained infant and childhood deaths annually.> In such
cases (excluding those where the death is referred to HM Coroner, and
parental consent for post mortem is not required), parents may be
offered a postmortem examination (PM), also known as autopsy, to
try to establish the cause of death and, where appropriate, estimate
risk of problems reoccurring in future pregnancies.* Despite the fact
that such perinatal and paediatric PM has been shown to provide use-
ful clinical data in between 22% and 76% of cases,* there has been a
significant decline in uptake globally in recent years.>? Data from
the United Kingdom from 2017 show that only 45% of parents of still-
born babies and 26% of parents of neonates who died consented to
PM examination.'® Parental dislike of the invasiveness of the proce-
dure, poor communication between professionals and parents about
the procedure, ambivalence about the value of the procedure from
health professionals themselves, and religious objections have been
identified as key barriers to uptake.'!

The way in which PM is offered in the United Kingdom has changed
in recent years. In 2013, Sands, the stillbirth and neonatal death charity,
launched the Sands Post Mortem Consent Package, which was devel-
oped to provide information and guidance about PMs for health profes-
sionals as well as families.*2 This included major changes to the hospital
consent form, which was reorganised with parents' priorities in mind,
made shorter in some cases than other existing forms at the time, and
importantly marked a shift away from medicalised terminology to
clearer, kinder, and more accessible wording. In 2016, the HumanTissue
Authority (HTA) introduced codes of practice for PM examination.*®
This included the consent process containing clear guidance on options
for how tissue may be handled after the PM examination; training for
health professionals responsible for seeking consent; and regular
assessment of competency to ensure skills were maintained. Less inva-
sive methods of PM have also been developed including the use of imag-
ing techniques, in particular magnetic resonance imaging (MRI), which
can also be used to guide further tissue-sampling techniques.'#*¢

As part of a National Institute for Health Research Health Technol-
ogy Assessment project (14/168/06), the authors conducted a mixed
methods research programme to look at key stakeholders' views, expe-
riences, and attitudes towards different methods of PM including less
invasive approaches. Stakeholders included bereaved parents,*” health

professionals,'® HM Coroners,*® and religious groups.’’ During that

by health care staff significantly impacted whether those parents' consented to PM,
particularly for those who are ambivalent about the procedure.

We propose a set of recommendations to improve the way PM counsel-
ling and consent is managed. Adopting such measures is likely to lead to improved family

experience and more consistent and high-quality discussion regarding PM.

What's already known about this topic?
e There has been a significant decline in uptake of paediatric
post mortem, despite evidence that it provides clinically

useful data in between 22% and 76% of cases.

What does this study add?

e This study identifies key actions by health care staff that
are highly influential in whether or not parents' consent
to the postmortem procedure. Recommendations for

practice are also provided.

research, we collected data on the processes and practices that support
parents with decision-making and the factors that act as facilitators or

barriers to parental consent, which we present in this manuscript.

2 | METHODS

2.1 | Ethical approval

National Health Service Research Ethics Committee approval for this
study was obtained in April 2016 (16/L0O/0248 from London-
Bloomsbury Ethics Committee).

2.2 | Study design and recruitment

This qualitative study conducted in the United Kingdom comprises
data gathered from a cross-sectional survey, interviews, and a focus
group. For a more detailed account of the study design and recruit-

ment, please refer to our published papers'’*? and Data S1.

2.2.1 | Cross-sectional survey with bereaved parents

A survey (Data S2) exploring parental views towards different types of
PM was developed specifically for this study. Following each set of
questions, participants were invited to provide free-text comments
explaining their response. At the end of the survey, participants could
choose to provide contact details if they wished to take part in a tele-
phone interview. The survey was made available through the online
survey website SurveyMonkey (Survey Monkey Inc, Palo Alto,
California, USA) as well as in paper format. Anyone who had experi-

enced the loss of a pregnancy (either through miscarriage and
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termination of pregnancy for a fetal abnormality) or had experience of
a perinatal or infant death was eligible to complete the survey irre-
spective of whether they had been offered a PM or a PM had been
requested by the coroner's office.

Bereaved parents were recruited both retrospectively and prospec-
tively between June 2016 and December 2017. Retrospective recruit-
ment was through the social media channels, eg, Facebook, of four
support groups that support parents who have experienced termination
for fetal anomaly, stillbirth, neonatal, infant, or child death. Potential par-
ticipants were directed to the online survey. Prospective recruitment
was conducted through seven hospitals across England. Women and
their partners who were 18 years of age and over and had experienced
loss of pregnancy (as described above) were eligible to participate in the
study. Participants were recruited into the study by a member of the
health care team following the autopsy examination discussion, irre-
spective of whether they consented or declined. Potential participants
were briefly informed about this study, and if they were interested in
taking part or finding out more, given a study pack containing the survey.

2.2.2 | Qualitative interviews and focus groups

Survey responders who indicated their willingness to take part in an
interview were purposively sampled to ensure a range in terms of their
loss, whether they consented to a PM procedure or not, and demo-
graphics. No time limit was set in terms of how many months prior to
the interview the loss occurred. Health professionals across the United
Kingdom from a range of clinical backgrounds whose roles include
being involved in discussions with parents about PM examination or
conducting or interpreting PM results were identified by the authors,
purposively sampled, and invited via email to participate in the study.
A focus group was conducted with five parent advocates from the four
support groups involved in retrospective recruitment for the survey.
Interviews and focus groups explored parents' experience of being
approached about PM including what support they received when
making a decision (for those for whom a Coroner's PM was not
required), health professionals' experience of discussing PM with par-
ents, reasons that parents accept or decline PM, and their information
and support needs. Interviews were conducted by MR or CL between
April 2016 and July 2017. For all interviews and focus groups, written
consent was sought to digitally record the discussions, transcribe them

verbatim, and use anonymised quotes.

2.3 | Data Analysis

Analysis of qualitative data (free-text comments, interview, and focus
group transcripts) was conducted following principles of thematic anal-
ysis, with themes derived from the data® and supported by Nvivo ver-
sion 10 (QSR International, Pty Ltd). The data from all sources were
analysed as a single data set. The first transcripts were coded indepen-
dently by M.R,, C.L., or M.H. and a coding framework agreed. Coding
and analysis was then conducted by M.R., C.L., or M.H. with a subset
coded by at least two researchers to ensure inter-rater reliability.

Coding was compared, and any disagreements were discussed until

consensus was reached. The research team met at regular intervals
to review themes and to generate a thematic “map” of the analysis.
Final themes were reviewed and agreed by M.R., C.L., and M.H. Data
collection (for interviews) continued until saturation was reached. In
the final stage of the project the findings were presented to patient
representatives and health professionals at a dissemination meeting

to check for accuracy and resonance with their experiences (member

checking).
3 | RESULTS
3.1 | Participants

In total of 938 surveys were returned: 870 through retrospective
recruitment (655 Sands, 108 ARC, 81 Lullaby Trust, and 26 Child
Bereavement UK) and 68 through prospective recruitment (30%
recruitment rate); 79 were excluded due to missing data leaving 859
for inclusion in the analysis (Table 1). Of those 859, 439 (51%)
included free-text comments for analysis. Thirty-six survey responders
were contacted to take part in an interview, and 20 consented and
took part (56% response rate) (Table 1). For the health professional
interviews, 40 health professionals were contacted, and 25 took part,
from 11 different hospitals (63% recruitment rate) (Table 2).

3.2 | Qualitative findings

We begin by reporting the context in which decisions about PM exam-
ination are made and outline three broad parental decision-making
groups that were identified. Finally, we explore the “steps towards
decision making” taken by parents and highlight the decisional drivers
that acted as either barriers or facilitators to consent for the group that
were initially undecided about PM. Example quotes are indicated in
the text, eg, Q1, and provided in Tables 3-6.

3.3 | Landing in unexpected territory

The loss of a baby or child was a traumatic experience, which
catapulted parents into unexpected territory. Parents reported
experiencing high levels of emotional distress and “shock.” They felt
vulnerable and in some cases noted that absorbing complex informa-
tion at such a difficult time was challenging. For some, the physical pain
and ongoing effects of labour medication were also present (Q1).
Decision-making about PM was found to be an added burden for par-
ents at a time when they were experiencing a huge amount of grief.

When asked to make a decision about PM, parents tended to fall
into one of three decisional groups;

Group 1. Those parents who were not open, under any circum-

stances, to a PM (“Not open to postmortem examination”);

Group 2. Those parents for whom the need for answers overrode
any concerns about the procedure (“Consenting regardless of

concerns”); and
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TABLE 1 Bereaved parent demographics

Age
Sex
Female
Male
Country of birth
United Kingdom
Other
Education
No formal qualification
GCSE or equivalent
A level or equivalent
Degree or equivalent
Postgraduate qualification
Ethnicity®
White or White British
Black or Black British
Asian or Asian British
Mixed
Other
Do you have a religious faith?
Yes
No
If YES, which faith?®
Christian
Muslim
Jewish
Sikh
Hindu
Jehovah's Witness
Buddhist
Experience of loss (tick all that apply)
Miscarriage (loss up to 12 wk' gestation)
Late miscarriage/fetal loss (12-24 wk' gestation)
Stillbirth
Termination for fetal anomaly
Neonatal/infant death (0-12 mo)
Child death (1-16 y)
None
Approached about autopsy
Yes
No
Not sure

Coroner requested an autopsy

Survey Sample N = 859
% (n)

Range, 18-73; Mn, 35.9; Mdn, 35.0; SD, 8.1

94.9% (615)
2.7% (23)

94.5% (774)
5.5% (45)

1.7% (14)
21.5% (177)
24.4% (201)
32.8% (271)
19.5% (161)

95.0% (783)
2.5% (21)
1.3% (11)
0.6% (5)
0.5% (4)

48.2% (393)
51.8% (423)

44.8% (358)
0.8% (6)
0.8% (6)
0.5% (4)
0.4% (3)
0.4% (3)
0.1% (1)

34.3% (295)
18.7% (161)
47.4% (407)
18.3% (157)
22.0% (189)
2.3% (20)
0% (0)

83.2% (711)
7.4% (63)
2.1% (18)
7.4% (63)

Interview Participants N = 20
% (n)

Range, 25-64; Mn, 39.6; Mdn, 37.0; SD, 9.5

90% (18)
10% (2)

85% (17)
15% (3)

/
5% (1)
15% (3)
45% (9)
30% (7)

85% (17)
5% (1)
5% (1)
5% (1)

/

55% (11)
45% (9)

73% (8)
/
27% (3)

~ 0~ ~ ~

25% (5)
15% (3)
45% (9)
20% (4)
35% (7)

5% (1)

0% (0)

75% (15)
5% (1)

20% (4)

(Continues)
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TABLE 1 (Continued)

Survey Sample N = 859

% (n)
Consented to autopsy
Yes 67.1% (485)
No 32.9% (238)
TABLE 2 Health professional participants
Total Participants 25

Profession
Bereavement midwife
Anatomical pathology technologist
Intensive care consultant
Obstetrics/fetal medicine consultant
Perinatal/paediatric pathologist
Intensive care unit family liaison nurse

Consultant neonatologist

T S I ¥ TR N N SN e N

Paediatric radiologist

Group 3. Those parents who were ambivalent towards PM and for
whom careful management and counselling by the health profes-
sional team was key in supporting them towards the right choice
for them (“Initially undecided”) (Q2).

3.3.1 | Group 1: Not open to postmortem
examination

For some parents, the “brutal” and “horrific” invasiveness of the PM
procedure and concerns around “leaving the child looking like a rag-
doll” were too much to bear and created a barrier to consent. There
was a strong parental drive to protect the baby from “harm” and to
let the child “rest in peace.” PM was seen as furthering physical and
psychological harm to the parent and baby/child without any prospect
of “bringing the child back” (Q3). For some parents, their reason for
declining PM was driven by their religious beliefs.

3.3.2 | Group 2: Consenting regardless of concerns

For other parents, there was an “absolute need to know” what led to
the loss of their baby/child in order to have answers and to prevent
it from happening again. This overrode dislike of the invasiveness of
the procedure (Q4). In a minority of cases, “mismanagement” and med-
ical negligence were queried, but more commonly, parents wanted a
PM to ensure they were not to blame for their baby's death (Q5). For
some parents who had terminated a pregnancy because of a fetal anom-
aly, they wanted reassurance that the diagnosis was “accurate” and
validation that they had made the “right” choice. Some parents spoke
of “owing it” to their child to find out what happened. For some parents,
altruistic reasons such as contributing to research and preventing this

“awfulness” from happening to other parents were important.

WI LE Y-PRENATAL DIAGNOSIS—I—5

Interview Participants N = 20
% (n)

73% (11)
27% (4)

TABLE 3 Landing in unexpected territory, example quotes

Theme Example Quote

Q1: “I remember trying to comprehend
what the doctors were saying, but at
that time your head is so overwhelmed
by grief.” Sands questionnaire participant
#300 - declined PM (free-text comment)

Q2: “You're dividing your brain between
the intellectual response which is ‘yes, |
should have this done because it will tell
me why my baby died’ and the
emotional response which is ‘this is
horrendous, | can't believe | have to go
through this’. And | think therefore the
communication and support from the
health professional is incredibly
important.” Parent advocate - focus group

Landing in unexpected
territory

Q3: “I see the importance of an autopsy
but my view is the child and parents
have suffered enough through the loss.
Nothing will ever bring the child back.
Let sleeping babies sleep in peace.”
Sands questionnaire participant #602 -
declined PM (free-text comment)

Group 1: Not open to
postmortem examination

Q4: “We wanted the best chance of
determining cause of death which was a
higher priority than maintaining the
integrity of our child.” Hospital
questionnaire participant #L33 -
consented to PM

Q5: “I wanted to know what the hell had |
done, had anybody done. Was he born
with something strange, did he catch
something because it was a hot day |
had all the windows open, what on
earth went wrong?” Lullaby Trust
interview #39 - consented to PM

Group 2: Consenting
regardless of concerns

Group 3: Initially undecided Qé: “Now we are forever questioning if
there was something wrong that could
have been detected, something we can
do to prevent it from happening again or
something we did that we need to be
aware of for future pregnancies. | now
know autopsy is extremely important to
have answers and feel closure.” Sands
questionnaire participant #496 - declined
PM (free-text comment)

3.3.3 | Group 3: Initially undecided

The third group of parents were those who were undecided about PM

in the initial period after the loss. For this group, getting it right in
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TABLE 4 The initial approach, example quotes

Theme Example quote

Routinely approaching everyone Q7: “The main reason uptake it not so good is because not all families are approached in the first

place.” Family liaison nurse 1

Q8: “If | knew that a family had strict Muslim views | probably wouldn't offer the PM because, you
know, I've never had someone say yes and | think often it causes quite significant distress.”
Consultant neonatologist 1

Q9: “How it was said was just like in passing ‘do you want a cup of tea’, ‘no’, ‘OK then right, that's how
| felt it was, you know.” Sands interview #35 - declined PM

Timing Q10: “You go to sit with a woman, you talk to the woman, you gauge where she's at, you discuss what
she wants to discuss and you put the post-mortem in at a point that they're ready to receive it.”
Bereavement midwife 5

Q11: “After the loss of a baby in this way it was very distressing to be asked if you want an autopsy
within a few hours of the birth.” ARC questionnaire participant #87 - declined PM

Q12: “1 didn't have an autopsy and | really regret that now ... and | think the main thing | want to get
across is | was asked a matter of hours after [name] passed away. And | really do think that was
very, very too soon.” Sands interview #35 - declined PM

Q13: “The time spent describing autopsy happened before giving birth. It was difficult to comprehend
what was going to happen and have time to reflect so it was easier to say no.” Sands questionnaire
participant #581 - declined PM (free-text comment)

Having an established relationship with staff Q14: “The midwives spend more time with them, they build up a rapport with them and then it's
member making the approach easier for them to talk about post-mortem ... | think they are the best people to talk about it and
that will increase the percentage of uptake.” Fetal medicine consultant 1

Dedicated facilities and staff Q15: “I think because we were on the labour ward, they just wanted to get rid of us as quickly as
possible, for our own benefit. [...] They didn't want us sitting on a ward - there's people giving birth
around us - they didn't quite know what to do with me. That's the impression | got.” Sands interview
#44 - consented to PM

TABLE 5 Detailed discussion about the procedure, example quotes
Theme Example quote

Consent as a conversation Q16: “I don't think that it's fair for the health professionals to shy away from those conversations, because of their
fears, when actually, it can potentially have such a massive effect [...] because actually, the parents - we've been
through the worst thing we can possibly go through.” Child Bereavement UK interview #55 - consented to
(limited) PM

Q17: “If somebody had sort of come in and said a bit brusquely ‘we need to do this, we need to do that’' | would
probably have said ‘you're not touching him’ ... But somebody literally sat on the bed and took a lot of time ...
we had an awful lot of time spent with us.” Sands questionnaire participant #38 - consented to PM

Specialist staff conveying confidence Q18: “I was helped by a bereavement midwife who explained fully where my baby would go and what would
and empathy happen way before | had to consent to a PM, but she put my mind at ease.” Sands questionnaire participant 91 -
consented to PM (free-text comment)
Q19: “From a nursing point of view a lot of the bedside nurses wouldn't have the confidence to ask about post
mortem because they don't know exactly what's involved and the parents may ask some questions that they
don't have answers for.” Family liaison nurse 1
Q20: “[..] the midwife will come to the door and say [to the doctor], ‘Oh, no, it's OK. This family don't want a
postmortem.” And you can almost see a lot of doctors say, ‘Oh, thank God for that. | don't have to go and have
that discussion’” Obstetrician 1

Perceived added value of PM Q21: “Alot of our parents ... will say something like ‘the midwife said | shouldn't consent because it's not worth it
and it's very unlikely to tell me anything’, so you are very influenced by the professional who's consenting you.”
Patient advocate - focus group

Q22: “We were advised that it was very doubtful they would find any reason other than prematurity as cause of
death.” Sands questionnaire participant #188 - declined PM (free-text comment)

Q23: “I think some parents where the death was maybe a cord round the neck and they kind of want to accept
that as the cause of death. We do say to them that it might not have been, but they say no, we've seen it and
that's what it is.” Bereavement midwife 3

Q24: “My son died at 41 weeks with no problems throughout the pregnancy, he was born with the cord round his
neck and he had messed his waters, this was enough of a reason for me.” Sands questionnaire participant #230 -
declined PM (free-text comment)
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TABLE 6 Formal consent, example quotes
Theme Example quote

Consent forms should be
sensitively worded

Q25: “That's a pretty horrible bit of
paperwork in the consent
process about bits of tissues and
receiving slides and organs at
home, which you have to do.”
Consultant ICU 1

Q26: “The detailed description the
consultant insisted on giving us
despite requests not to do it
nearly stopped us consenting and
still causes distress. We knew
what it meant but didn't need the
detail.” Sands questionnaire
participant #340 - consented to
PM

Q27: “With the Sands consent form
the wording of it is just more
straightforward, it's a little bit
softer, it acknowledges the fact
that it is somebody's baby.”
Bereavement midwife 1

Too much information about the
process can cause distress to
parents

terms of supportive systems and structures was found to be key in
facilitating personalised decision-making. When communication was
poor and support lacking, parents were more likely to decline PM, a
decision that some parents later regretted (Qé).

3.4 | Steps towards decision-making

Through our analysis, we identified a series of four decisional drivers
that were particularly important for this “undecided” group (Figure 1).
The way in which these were managed by health care staff signifi-
cantly impacted whether or not those parents' consented to PM.
While we acknowledge that the consent process may not always occur

in this way, we believe this is a helpful way to think about decision-

making for PM.

3.4.1 | The initial approach

“Planting the seed” for PM commonly fell to frontline health profes-
sionals such as midwives and obstetricians, who were already involved
in the care of the parents or child. The way that the initial approach
was managed significantly impacted whether parents were open to

considering the procedure.

3.4.2 | Routinely approaching everyone

Routinely asking every family about autopsy was identified as “good
practice” by health professionals and something staff “ought to do”
(Q7). Nevertheless, health professional stereotypes and preconcep-
tions existed that meant not all parents were offered PM. Perception
of parents' ethnicity or religion was found to influence the initial
approach about PM. Professionals, in some cases, made assumptions
about what parents would or would not want based on previous expe-
riences, as well as the desire to be respectful and not increase parents'
distress (Q8).

Emotional connections that had developed with families, particu-
larly in the care of neonates or children in paediatric intensive care,
were also found to prevent some health care professionals from raising
the subject of PM because of a desire to protect those families from
any further distress. There was also evidence that PM was sometimes
briefly mentioned as a “tick-box” exercise rather than a core compo-
nent of ongoing care, which was more likely to result in parents
declining (Q9).

Decline post-mortem
examination

Group 1:
Not open to
post-mortem
examination

Group 3:
Initially
undecided

Group 2:
Consenting
regardless of
concerns

Accept post-mortem
examination

FIGURE 1 Decisional drivers for
postmortem [Colour figure can be viewed at
wileyonlinelibrary.com]
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3.4.3 | Timing

Sensitively timed approaches about PM were recognised as extremely
important (Q10). Some parents who declined PM spoke about being
asked too soon after their loss or at an inappropriate time, including
at a time where both parents were not present (Q11). Raising the sub-
ject too soon when parents felt “utterly overwhelmed, emotional and
physically weak” could lead to a “knee-jerk” reaction to decline, which
some parents later regretted (Q12). While participants noted that
there “is never a good time” to be asked, a number of parents who
had experienced stillbirth commented that they were asked about
PM during labour or very soon after birth, which “seemed really insen-
sitive” (Q13).

3.4.4 | Having an established relationship with staff
member making the approach

Health professionals identified that it was good practice to have the
initial approach made by someone with a pre-existing relationship with
a family where a level of trust had been established (Q14). Hospital
chaplains of different faiths whom parents could speak to, to help
guide decision-making, were also seen as valuable in supporting par-
ents in their decision.

3.4.5 | Dedicated facilities and staff

Dedicated facilities “solely for baby loss,” which were separate from
the labour and postnatal wards where new mothers and babies were
situated, provided an environment that was conducive to a sensitive
initial approach being made. Not having access to such facilities was
disturbing for both staff and parents (Q15).

4 | ADJUSTMENT AND DELIBERATION

4.1 | Allowing parents time to consider their decision

Allowing parents' time to consider their decision was seen as impor-
tant by health professionals and parents. In some cases, health profes-
sionals conducted follow-up phone calls or house visits in order to give
parents time to adjust to the idea and ask further questions about PM
if they needed to:

Sometimes I'll mention it and say “look | know you said you're not
ready to talk about it, but can we give you a ring in a week? ... So they
kind of know it's coming. (Bereavement midwife 5)

4.2 | Provision of written information

The provision of written information that parents could digest at their
own pace and at a time when they were ready to think about it was
also seen as important. Accessible material for parents to read was val-
ued by those who received it; however, not all did. Leaflets/booklets

from support charities providing information that was “fully explained”

but presented in a way that was “a little bit softer” and a counterpoint

n o«

to the “wordy,” “medical speak” of some consent documents.

5 | DETAILED DISCUSSION ABOUT THE
PROCEDURE

Many parents were unfamiliar with what a PM entailed, with a number
commenting that their understanding of the procedure was shaped by
“watching TV series.” Thus, it was incumbent on health professionals
to overcome any misconceptions parents had about the procedure. It
was recognised that PM procedure was “hard to describe in a way that
people can feel pleasant about,” yet parents acknowledged the impor-
tance of health professionals having those conversations, with some
feeling let down when it was not discussed in detail at a time when

they needed “guidance” from people they could “trust” (Q16).

5.1 | Consent as a “conversation”

Participants positioned consent at its best as “a conversation” where
“time” was spent “talking through” the process and allowing adequate
space for questions and consideration before signing the consent
forms (Q17). Health professionals recognised their “personal opinion
[was] irrelevant” and that parents should not be “influenced by the
professional who's consenting [them].” Nonetheless, parents looked
towards health professionals to guide them in their choice and desired
communication that was competent, “open,” and “honest.” Being sen-
sitive to the needs of individual families in terms of the amount and
level of detail parents required to make an informed decision, heeding

both verbal and nonverbal communication, was perceived as key.

5.2 | Specialist staff conveying confidence and
empathy

Some parents had clear memories of specially trained staff (eg, special-
ist nurses, bereavement midwives, and anatomical pathology techni-

» o«

cians) offering “sensitive,” “professional,” “compassionate but never
patronising” care. Being cared for by a knowledgeable, confident, and
empathic health professional reassured parents their child was in safe
hands during the PM procedure (Q18).

Treating PM as an integral part of the patient journey, where the
patient would be cared for as if he or she were alive, was extremely
valuable for parents. Reassurance around babies being treated with
“dignity” and “respect,” being explicit that “great care [is taken with]
with babies” and addressing concerns around “disfigurement” so that
customs and rituals around death (eg, washing/dressing and final
goodbyes) could still take place was found to be helpful. Additionally,
naming the pathologist, positioning them as “part of” the “team,” and
explaining how they work, was found to be beneficial. Some health
care professionals reflected that colleagues were “squeamish,” felt
“uncomfortable,” or experienced “fear” about discussing a process they
felt ill-informed about and considered to be “medical” and that this

was a barrier to discussing the procedure (Q19).
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Formal training for health professionals discussing PM with parents
was found to be lacking, with a senior health professional commenting:
“I don't think I've ever done a role play of a post mortem consent con-
versation.” Parents also acknowledged that “health professionals must
get better at explaining the issues.” An initial decline by parents was
found to be a barrier to any further in-depth discussion with a more
senior colleague (Q20). One health professional commented that while
parents may initially decline when first asked, it can be worth revisiting
that decision at a later point to minimise the risk that parents make a

decision they later regret.

5.3 | Perceived added value of PM

Health professionals noted that it was important that both parents and
health professionals understood that PM was the most valuable tool
available to establish cause of death and inform recurrence risk. Where
health professionals were ambivalent about its value or discussed the
procedure in a way that was dismissive of getting a diagnosis, this
could lead to parents declining (Q21-22). In cases where parents were
ambivalent about the value of a PM, they were more likely to settle for
a “plausible explanation” for the death and decline the procedure
(Q23-24).

6 | FORMAL CONSENT

6.1 | Consent forms should be sensitively worded

Both parents and health professionals described some consent forms

» ENG

as “a pretty horrible bit of paperwork,” “so long,” “unwieldy,

and “medicalised” (Q25).

graphic,”

6.2 | Too much information about the process can
cause distress to parents

There was an inherent tension between ensuring parents had enough
information to give informed consent for the procedure and at the
same time acknowledging that some parents do not want to go into
a great amount of detail. Some parents who wanted a PM commented
that they did not necessarily want the level of detail the form included
(Q26). Health professionals also recalled families having declined PM
at this stage, saying “l can't cope with that amount of detail, I'll leave
it.” Some of the more recent consent forms such as the Post Mortem
Consent Package developed by the support group Sands and
endorsed by the Human Tissues Authority were acknowledged to be
an improvement on older versions as they were worded more
thoughtfully (Q27).

7 | DISCUSSION

The findings from this research are drawn from one of the largest stud-
ies on the experience of parental consent for PM that has been con-

ducted in the United Kingdom.!” Our findings suggest that while

some bereaved parents are very clear about whether PM examination
is “right” for them at the time of approach, there are a significant num-
ber who do not have a strong opinion and for whom the actions of
health care staff caring for them at that time are highly influential. Dur-
ing each phase of the counselling and consent process, we identified
numerous health professional behaviours that either facilitated or hin-
dered consent. This finding concurs with a key finding from the
INSIGHT study focused on parental experience after stillbirth, where
the authors identified that parents were highly influenced by discus-

sions with staff.?!

A similar finding was reported in a qualitative study
conducted in Ireland where health professionals were found to play a
key role, particularly if they can address parental concerns regarding
the invasiveness of the procedure.?? The findings from this research
are valuable in supporting recommendations for practice (Figure 2),
which can be used to improve the way PM counselling and consent
is managed.

Timing of the initial approach was found to be a key factor in
whether parents consented to PM. Similar findings have been reported
elsewhere.???4 A number of parents in our study commented that the
topic had been raised when they were in labour or had just given birth,
something which is explicitly advised against in the Sands guide for
consent takers.'? Inappropriate timing of the initial discussion about
PM may also result in parents declining for purely emotional reasons,
a finding which Meaney et al refer to as “rather than thinking with
their head, they are thinking with their heart.”?? Time for parents to
deliberate was also identified as an important component of good
patient care in our study. A number of health behaviour theories, such
as the theory of planned behaviour, consider deliberation of the avail-
able information to be a key component of the decision-making pro-
cess.?®> Moreover, deliberation is seen as integral to informed
decision-making.?® As such, it is not surprising that when parents felt
sufficiently informed and had adequate time to consider the pros
and cons of the procedure, they were less likely to make decisions that
they later regretted.

The three decisional groups that we identified in this study are sup-
ported by previous work on PM decision-making conducted by Snow-
don et al.?” In that study, the authors found that some parents were
clear that they did not want a PM, others felt they needed the infor-
mation from the PM, and then there was those parents who were ini-
tially discomforted by the idea but who then made the decision to go

ahead.?”

Our data suggest that many parents who decline PM do so
early on in the discussion process, particularly if the timing of the
approach is poor. When parents are supported in their decision-
making by empathetic staff and have time to deliberate, they are more
likely to consent.

A commonly cited barrier to consenting to PM that was identified
in both this study and others relates to parental dislike of the invasive-
ness of the procedure.22282? |n this study, we also found some par-
ents were concerned about how their child would look after the
procedure. The majority of participants in this study were not given
the option of a less invasive PM since this is a newly emerging tech-
nique. Further research to examine real-world uptake rates will be

required as and when less invasive options become more routinely
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Phase 1: The initial approach (Planting the seed)

e Routinely approach every family

contained

the family

Phase 2: Adjustment and deliberation
e Provide time/space for decision to be considered

e Provide written material from leading support charities

Phase 3: Detailed discussion about procedure

recurrence risk, although this cannot be guaranteed

by each family
o Offer consultation with religious leaders where appropriate
e Sensitivity, confidence and knowledge of the procedure is key
e Avoid sharing personal opinion/prejudices

e Reassure that baby/child will be treated with respect

Phase 4: Formal consent

e Use of Sands consent form

questions that may arise.

e Initiate when both parents are present, any medication has worn off and distress is

e Ideally approach is made by health professional who has an established relationship with

e Present post-mortem as a core component of the ongoing care of the child/ baby

e Explain PM is the most valuable tool to try to establish cause of death and inform

¢ Individualise the care to provide the appropriate level and depth of information required

e Formal consent conducted with a trained health professional who is able to answer any

FIGURE 2 Recommendations for practice

available to parents, to assess whether less invasive options do
address one of the current key barriers to consenting.

Finally, since this study was conducted, there has been a great deal
of work to improve communication and support surrounding PM con-
sent. Sands Lothians have developed the animation “Parent to Parent
Post Mortem Authorisation” (https://vimeo.com/272820256), which
has been created with parents to dispel some of the myths surround-
ing PM procedure and to ensure parents have clear and accurate infor-
mation to enable them to make an informed decision about PM. In
addition, NHS Education for Scotland has developed training videos
specifically to support staff breaking bad news as well as to have dis-
cussions around PM examination. These are available at www.sad.
scot.nhs.uk. The new National Bereavement Pathway currently being

piloted in England and Scotland also includes professional guidance

around consenting for PM at any stage of loss and is available at

www.nbcpathway.org.uk.

7.1 | Study limitations

The majority of surveys were collected retrospectively, and we do not
know how long ago participants were asked about PM. We acknowl-
edge that processes and procedures for consenting parents may have
changed during this time. Participants were disproportionately UK-
born, highly educated, and White and a higher proportion consented
to PM than the national uptake rates. Thus, the findings from this
research may not be representative of the general UK population.

Finally, participants who completed the survey were self-selecting,


https://vimeo.com/272820256
http://www.sad.scot.nhs.uk/
http://www.sad.scot.nhs.uk/
http://www.nbcpathway.org.uk
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and as a result, there may be responder bias. Nevertheless, these data
include responses from a large group of bereaved parents including
several clinical scenarios and as such represent an important and

unique dataset in the field.

8 | CONCLUSION

Parents' decision to undertake a PM for their child is significantly influ-
enced by the quality of the interaction with the health care professional
at the time, particularly for those who are ambivalent about the proce-
dure at the time of the initial approach. Through this research, we have
identified areas of good and poor practice and made recommendations
as to how the interaction between parents and health care professionals
can be improved. Adopting such measures is likely to lead to improved
family experience and more consistent and high-quality discussion

regarding options for examination after perinatal and child death.

DATA AVAILABILITY STATEMENT

Full transcripts are not available due to issues of confidentiality; how-
ever, select passages will be available from the corresponding author

on request.

FUNDING SOURCES

This work was supported by a National Institute for Health Research
(NIHR) Health Technology Assessment, grant number 14/168/02. OJA
is supported by a NIHR Clinical Scientist Fellowship award (NIPR-CS-
012-002), and NJS and LC are NIHR Senior Investigators. NJS and
JCH are supported by Great Ormond Street Hospital Children's Charity.
LSC and NJS are partially funded by the NIHR Biomedical Research Cen-
tre at Great Ormond Street Hospital. This article presents independent
research funded by the National Institute for Health Research (NIHR).
The views expressed are those of the author(s) and not necessarily those
of the NHS, the NIHR or the Department of Health.

AUTHORS' CONTRIBUTIONS

C.L. designed the survey instrument and interview questions, imple-
mented the study, conducted qualitative interviews, analysed the data,
and drafted and revised the paper. M.R. conducted qualitative inter-
views, analysed the data, and revised the draft paper. M.H. analysed
the data and revised the draft paper. C.B., J.F.,, L.L., A.C, O.A, and J.
C.H. interpreted the data and revised the draft paper. L.S.C. designed
the study, interpreted the data, and revised the draft paper. N.J.S.
designed the study, interpreted the data, and revised the draft paper.

ACKNOWLEDGEMENTS

The authors would like to give particular thanks to the parents and
health professionals who took part in this study. The authors are also
grateful to staff at The Lullaby Trust, Antenatal Results and Choices,
Child Bereavement UK, and Sands for their support disseminating
the survey. The authors would also like to thank the following health

professionals for disseminating the survey: Tommy Mousa, Penny

McParland, Molly Patterson, Natalie Draper, Joanne Dickens,
Mandeep Singh, Donna Southam, Stacey Pepper, Jean Byrne, Denise
Symister, Sarah Weist, Chiara Messina, Paula Lavandeira-Fernandez,
Natasha Baker, Laura Carbonell, Giorgia Dalla Valle, Simona Cicero,
Vivian Holmes, Tracy Hodgkinson, Ferha Saeed, Wendy Olayiwola,
and Siobhan Shearing.

CONFLICTS OF INTEREST

None declared.

ORCID

Celine Lewis
Melissa Hill
Lyn S. Chitty

https://orcid.org/0000-0001-7169-1521
https://orcid.org/0000-0003-3900-1425
https://orcid.org/0000-0002-4857-7138

REFERENCES

1. Office for National Statistics. Childhood, Infant and Perinatal Mortality
in England and Wales, 2012. Office for National Statistics;2015.

2. Office for National Statistics. Unexplained Deaths in Infancy, England
and Wales: 2013. London: Office for National Statistics; 2015.

3. Royal College of Obstetricians and Gynaecologists. Termination of
Pregnancy for Fetal Abnormality in England, Scotland and Wales: Report
of a Working Party. London: Royal College of Obstetricians and
Gynaecologists; 2010.

4. Gordijn SJ, Erwich JJ, Khong TY. Value of the perinatal autopsy:
critique. Pediatric and developmental pathology: the official journal of
the Society for Pediatric Pathology and the Paediatric Pathology Society.
2002;5(5):480-488.

5. Manktelow BN, Smith LK, Seaton SE, et al. MBRRACE-UK Perinatal
Mortality Surveillance Report: UK Perinatal Deaths for Births from January
to December 2014. Leicester: University of Leicester: Department of
Health Sciences; 2016. https://www.npeu.ox.ac.uk/downloads/files/
mbrrace-uk/reports/MBRRAC-UK-PMSReport-2014-Executive-Sum-
mary.pdf

6. Shojania KG, Burton EC. The vanishing nonforensic autopsy. The New
England journal of medicine. 2008;358(9):873-875.

7. Kock KF, Vestergaard V, Hardt-Madsen M, Garne E. Declining autopsy
rates in stillbirths and infant deaths: results from Funen County,
Denmark, 1986-96. The journal of maternal-fetal & neonatal medicine:
the official journal of the European Association of Perinatal Medicine, the
Federation of Asia and Oceania Perinatal Societies, the International
Society of Perinatal Obstet. 2003;13(6):403-407.

8. Khong TY, Tanner AR. Foetal and neonatal autopsy rates and use of
tissue for research: the influence of ‘organ retention’ controversy and
new consent process. Journal of paediatrics and child health. 2006;42
(6):366-369.

9. Sieswerda-Hoogendoorn T, van Rijn RR. Current techniques in post-
mortem imaging with specific attention to paediatric applications.
Pediatr Radiol. 2010;40(2):141-152; quiz 259.

10. Drapers ES, Gallimore ID, Krurinczuk JJ, et al. Perinatal Mortality
Surveillance Report, UK Perinatal Deaths for Births from January to
December 2016. Leicester: The Infant Mortality and Morbidity Studies,
Department of Health Sciences, University of Leicester; 2018.

11. Lewis C, Hill M, Arthurs OJ, Hutchinson C, Chitty LS, Sebire N. Factors
affecting uptake of postmortem examination in the prenatal, perinatal
and paediatric setting; a systematic review. BJOG: an international jour-
nal of obstetrics and gynaecology. 2018;125(2):172-181.


https://orcid.org/0000-0001-7169-1521
https://orcid.org/0000-0003-3900-1425
https://orcid.org/0000-0002-4857-7138
https://www.npeu.ox.ac.uk/downloads/files/mbrrace-uk/reports/MBRRAC-UK-PMSReport-2014-Executive-Summary.pdf
https://www.npeu.ox.ac.uk/downloads/files/mbrrace-uk/reports/MBRRAC-UK-PMSReport-2014-Executive-Summary.pdf
https://www.npeu.ox.ac.uk/downloads/files/mbrrace-uk/reports/MBRRAC-UK-PMSReport-2014-Executive-Summary.pdf

2 | W] LE Y-PRENATAL DIAGNOSIS

12.
13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

LEWIS ET AL

Sands: stillbirth and neonatal death charity. Sands Post Mortem Consent
Package. 2013.

Human Tissue Authority. Code of Practice 3: Post-mortem examina-
tion. 2014.

Thayyil S, Sebire NJ, Chitty LS, et al. Post-mortem MRI versus conven-
tional autopsy in fetuses and children: a prospective validation study.
Lancet (London, England). 2013;382(9888):223-233.

Arthurs OJ, Bevan C, Sebire NJ. Less invasive investigation of perinatal
death. BMJ (Clinical research ed). 2015;h3598:351.

Arthurs OJ, Taylor AM, Sebire NJ. Indications, advantages and limita-
tions of perinatal postmortem imaging in clinical practice. Pediatr
Radiol. 2015;45(4):491-500.

Lewis C, Riddington M, Hill M, et al. Availability of less invasive prena-
tal, perinatal and paediatric autopsy will improve uptake rates; a mixed
methods study with bereaved parents. BJOG: an international journal of
obstetrics and gynaecology. 2018;126(6):745-753. https://doi.org/10.
1111/1471-0528.15591 Epub 2019 Feb 6

Lewis C, Hill M, Arthurs OJ, Hutchinson JC, Chitty LS, Sebire N. Health
professionals' and coroners' views on less invasive perinatal and paedi-
atric autopsy: a qualitative study. Archives of disease in childhood.
2018;103(6):572-578.

Lewis C, Latif Z, Hill M, et al. “We might get a lot more families who
will agree”: Muslim and Jewish perspectives on less invasive perinatal
and paediatric autopsy. PloS one. 2018;13(8):e0202023.

Braun V, Clarke V. Using thematic analysis in psychology. Qualitative
Research in Psychology. 2006;3(2):77-101.

Siassakos D, Jackson S, Gleeson K, Chebsey C, Ellis A, Storey C. All
bereaved parents are entitled to good care after stillbirth: a mixed-
methods multicentre study (INSIGHT). BJOG: an international journal
of obstetrics and gynaecology. 2018;125(2):160-170.

Meaney S, Gallagher S, Lutomski JE, O'Donoghue K. Parental decision
making around perinatal autopsy: a qualitative investigation. Health
expectations: an international journal of public participation in health care
and health policy. 2015;18(6):3160-3171.

23.

24,

25.

26.

27.

28.

29.

Henderson J, Redshaw M. Parents' experience of perinatal
post-mortem following stillbirth: a mixed methods study. PloS one.
2017;12(6):e0178475.

Fisher J, Lafarge C. Women's experience of care when undergoing
termination of pregnancy for fetal anomaly in England. Journal of Repro-
ductive and Infant Psychology. 2015;33(1):69-87.

Ajzen |. From intentions to actions: a theory of planned behaviour. In:
Kuhl J, Beckmann J, eds. Action Control: From Cognition to Behaviour.
Heidelberg: Springer; 1985.

Gillon R. Principles of Health Care Ethics. Chichester: John Wiley and
Sons; 1996.

Snowdon C, Elbourne DR, Garcia J. Perinatal pathology in the context
of a clinical trial: attitudes of bereaved parents. Archives of Disease in
Childhood -- Fetal & Neonatal Edition. 2004;89(3):F208-F211.

Holste C, Pilo C, Pettersson K, Radestad |, Papadogiannakis N.
Mothers' attitudes towards perinatal autopsy after stillbirth. Acta
obstetricia et gynecologica Scandinavica. 2011;90(11):1287-1290.

Rankin J, Wright C, Lind T. Cross sectional survey of parents' experi-
ence and views of the postmortem examination. BMJ: British Medical
Journal (International Edition). 2002;324(7341):816-818 813p.

SUPPORTING INFORMATION

Additional supporting information may be found online in the

Supporting Information section at the end of the article.

How to cite this article: Lewis C, Riddington M, Hill M, et al.
“The communication and support from the health professional
is incredibly important”: A qualitative study exploring the
processes and practices that support parental decision-making
about postmortem examination. Prenatal Diagnosis. 2019;1-12.
https://doi.org/10.1002/pd.5575



https://doi.org/10.1111/1471-0528.15591
https://doi.org/10.1111/1471-0528.15591
https://doi.org/10.1002/pd.5575


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles false
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends false
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage false
  /PreserveDICMYKValues true
  /PreserveEPSInfo false
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth 8
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth 8
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2001
  ]
  /PDFX1aCheck true
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (Euroscale Coated v2)
  /PDFXOutputConditionIdentifier (FOGRA1)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <>
    /CHT <>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF che devono essere conformi o verificati in base a PDF/X-1a:2001, uno standard ISO per lo scambio di contenuto grafico. Per ulteriori informazioni sulla creazione di documenti PDF compatibili con PDF/X-1a, consultare la Guida dell'utente di Acrobat. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 4.0 e versioni successive.)
    /JPN <>
    /KOR <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die moeten worden gecontroleerd of moeten voldoen aan PDF/X-1a:2001, een ISO-standaard voor het uitwisselen van grafische gegevens. Raadpleeg de gebruikershandleiding van Acrobat voor meer informatie over het maken van PDF-documenten die compatibel zijn met PDF/X-1a. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 4.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENG (Modified PDFX1a settings for Blackwell publications)
    /ENU (Use these settings to create Adobe PDF documents that are to be checked or must conform to PDF/X-1a:2001, an ISO standard for graphic content exchange.  For more information on creating PDF/X-1a compliant PDF documents, please refer to the Acrobat User Guide.  Created PDF documents can be opened with Acrobat and Adobe Reader 4.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /HighResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


